MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563_035582

DEPARTMENT OF PUBLIC HEALTH AND. HELFAH§6

.. N ) . STATE FILE NUMBER
DO NOT WRITE AMENDED Registration Dufﬂcf h!o = Peimsry Registration Distriet No. 41 58 ar's No. 1 - - . )
ON THIS STUB

1. PLACE OF DEATH 03 2. USUAL RESIDENCE (Where deceasac lived. |f institution: Residence before
a COUNTY Nallas o STATEMQ, b. COUNTY Dallas admission)
b. CITY {If outside carporate limits, givea TOWNSHIP only} Length aof stay in th c. CITY lnside Limits

1oWwN  Buffalo 70 yrs own Buffalo Yes X No I

¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits . 87 i
FULL NAME O { P ide Limi d ASDRDEEETSS {If cutside, give location) Reside on Farm

INSTITUTION Bu.ffalo,MO. Yes E No (1 Yes (3 NoXD

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
OF

{Type or print] -
i --=  Hubb VAT Sept.l
oard___| ’jl'f‘}r?réial YEAR

5. SEX 6. COLOR DR RACE 7. Martied [J  Never Marrisd 8. DATE OF BiRTH | ¥- AGE {laat birthday} IF UNDER 24 HR
Widowed ] Divorced MoBﬂu D. Hours l Min.

e male  lwhite L . . lJan 8 1874 91 14
T0a. USUAL CUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY 1. BIRTHPLACE (City and stata or country) | 12, CITIZEN OF WHAT COUNTRY

during mow of working life, sven If retired} -
Farmer riculinre Indiana USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John Hubbard unknown none

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT Address
{Yes, no, pr unknown} [ (1f yas, give war or dates of ser . B .
Ro I -— 1 muneg | James Fiper Buffalo, Missourl

18. CAUSE OF DEATH (Enter only ona cayse per line for'(s), (b),-and (¢l INTERVAL BETWEEN
PA OEATH WAS CAUSED BY: CONSET AND DEATH

IMMEDIATE CAUSE (a) _Cwémi_ﬁm;ﬁa% 3 hra.

Conditions, if sny,]  DUE TO (5) _ Mmbn 20 yeand

ich gava risa to
‘above csuse ({a),

fm:'“ e el oueTo @ Q‘WOMC nep/uwm

PARY (1. OTHER SIGNIFICANT COND!TIONS CONTRIBUT!NG TO DEATH but not re!ared ta the terminal PART IIL, If deceased wasr female way
disease condition given in PART | [a) thare a pregnancy in lost 90 days.

) 17D Yes I 0 No J O Unknown
9. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE I-IOMEIlCIDE 200, DESCRIBE HOW INJURY OCCURRED. (Enter aature of injury in PART | or PART LI of item 18.)
PERFO a a

V§ 300
Rev. 4/59

DATE AMENDED

DOCUMENT

YES[J NO

20c. TIME OF -Howr Month, Day, Year
INJURY . a.m. .
p.m. -

20d. INJURY OCCURRED 200, PLACE OF INJURY (a.9., In of aboul home, | 201. C13Y, TOWN, OR LOCATION CQUNTY STATE
WHILE AT WORK farm, tactory, street, office bldg., etc)) . )
NOTY WHILE AT WORX (O

21. | attended the deceased fl'um__j%—-zt—lw—.——' Mnd last u:ﬁ alive on )q‘a_t" Iz) 1%3

[ t m on the date sisted above, and to the best of my knowledge, from the causes stated.
22b. ADDRESS ) 22¢. DATE SIGNED

Buffalo, Missourni : 9/21/63

73a. BURIAL, ON, . 23, NAME OF CEMETERY OR CREMATORY "23d. LOCATION (CHry, town, of :Dumy)s ari Srate)
REMOVAL

) )
i Sep o) . Frairie Grove Cem | Dallas County,

24. Fu%gkig‘siectoa - tembex;ﬂg-ﬂi 1963 25. DA'\I'IEI‘RECD. BY LOCAL REG. 24. REGISTRAR'S SIGNATURE

Montzomery Funeral Home/Buffalo, Missourfigye, ~ M_ P

‘{Licansed Embaimer’s. Statement.an Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

© Denth occurred at.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




T N

s

STATEMENT. BY LICENSED EMBALMER

! -
P s
L. . - L. -

| hereby cettify that the body whose name is recorded on.the reverse side ,°.f, this certificate was embalmed by me,

or by : _; ‘Student Embalmer No.___-

working under my personal supervision. : / . /.:
Student : Signed Verrnon . ets

Signature of Student-Embalmer -

5083

P. O. Address Buffalo, Missouri

-y 'K,\ E S S Licensed Embalmer No.

kY

Nofe: The :above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes groqﬁds for revocation of license). 7

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. B

If this body is'not embaimed, fact should be so stated sbove. - -.. B

1 ror e
: H

\




